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This report is the result of a special monitoring 

survey.  Facility attestations for the following were 

reviewed:

New Equipment:

Belmont Infuser RI-2 beginning on May 29, 2023.  

Event ID R73Z11.

It was determined the facility was in compliance with 

the applicable requirements of the Pennsylvania 

Department of Health ' s Rules and Regulations for 

Hospitals, 28 Pa Code, Part IV, Subparts A and B, 

November 1987, as amended June 1998.  
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